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Background: In medical and psychological literature bulimia is commonly described as a mental illness. However,
from a social constructionist perspective the meaning of bulimia will always be socially and historically situated and
multiple. Thus, there is always the possibility for other understandings or constructions of bulimia to circulate in our
culture, with each having distinct real-world implications for those engaging in bulimic behaviors; for instance, they
might potentially influence likelihood of help-seeking and the success of treatment. This study used Q methodology
to explore culturally-available constructions of bulimia nervosa.
Methods: Seventy-seven adults with varying experience of eating disorders took part in this Q methodological
study. Online, they were asked to rank-order 42 statements about bulimia, and then answer a series of questions
about the task and their knowledge of bulimia. A by-person factor analysis was then conducted, with factors
extracted using the centroid technique and a varimax rotation.
Results: Six factors satisfied selection criteria and were subsequently interpreted. Factor A, “bulimia as
uncontrolled behavior”, positions bulimia as a behavioral rather than psychological issue. Factor B, entitled
“bulimia is a distressing mental illness”, reflects an understanding of bulimic behaviors as a dysfunctional
coping mechanism, which is often found in psychological literature. Other perspectives position bulimia as
about “self-medicating with food” (Factor C), “the pathological pursuit of thinness” (Factor D), “being the best
at being thin” (Factor E), or as “extreme behavior vs. mentally ill” (Factor F). These constructions have distinct
implications for the subjective experience and behavior of those engaged in bulimic behaviors, with some
constructions possibly being more useful in terms of help-seeking (Factor B), while others position these individuals
in ways that may be distressing, for instance as shallow (Factor D) or to blame (Factor E).
Conclusions: This study has identified a range of distinct constructions of bulimia. These constructions are considered to
have implications for the behaviors and experiences of those engaging in bulimic behaviors. As such, further research into
constructions of bulimia may illuminate factors that influence help-seeking and the self-perceptions of such individuals.
Keywords: Bulimia, Social constructionism, Q methodology, Help-seekingBackground
Clinically diagnosable bulimia nervosa can be identified
in approximately one in every hundred young women in
Western societies [1,2]. There is evidence that the be-
haviors that characterize this condition, such as binge
eating and purging, are becoming increasingly common,
with a more than twofold rise in prevalence for both* Correspondence: k.churruca@uws.edu.au
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unless otherwise stated.men and women between 1995 and 2005 [1]. Despite
this general increase, bulimic behaviors still occur more
commonly in women than in men [1,3,4]; as such, bu-
limia is viewed as predominately a woman’s problem [5].
However, most women exhibiting bulimic behaviors do
not seek help or treatment [6-8]. This is a matter of ser-
ious concern, given the numerous associated health
risks, such as cardiovascular and gastrointestinal prob-
lems [9,10], as well as psychological distress and reduced
quality of life [11-13]. As such, there is a need foral Ltd. This is an Open Access article distributed under the terms of the Creative
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seeking for bulimic behaviors.
A variety of factors have been implicated in the devel-
opment and maintenance of bulimia, which can be
broadly characterised as biological [14], psychological
[15,16] and sociocultural [5,17]. However, bulimia is a
complex problem, and is not easily explained through
one particular factor, or type of factor [18]. Instead, inte-
grating factors together within a multifactorial bio-
psycho-social model is considered necessary to more
fully understand eating disorders [18-21]. For such an
approach to be truly integrative, however, it should not
only focus on the way social, psychological and bio-
logical factors intersect to determine eating disordered
behaviors. Rather, as is recommended in the study of all
categories of health and illness [22,23], it should also
examine the way social meanings of eating disorders
affect subjective experience. Research into bulimia has
generally focused on the multifactorial aetiology of the
behavior [24], rather than the social meaning [25]. This
is typical for investigations into psychiatric diagnostic
categories [26], as causal pathways and behaviours are
more readily observed and quantified than meaning [22],
and statistical analysis of such pathways is highly valued
in psychological and medical research [27]. However, so-
cial constructionism provides a theoretical basis from
which to explore the variety of social meanings of bu-
limia, and the implications that these different under-
standings have for those involved.
Proponents of social constructionist theory argue that
meaning and knowledge are constructed in ongoing pro-
cesses of social interaction [28]. As such, one’s perspec-
tive on a concept, such as bulimia, is always socially and
historically situated, and open to being contested by
competing understandings [28]. Bulimia might therefore
be understood in terms of a number of alternate con-
structions: these are coherent accounts, representations,
or ways of thinking about a topic, that circulate widely
in our culture [29]. This includes biomedical, psycho-
logical and many social theories of eating disorders, that
despite their differences, reflect a dominant construction
that circulates in research, popular culture, and self-help
resources, in which bulimia is positioned as an individ-
ual pathology and categorically distinct from normal eat-
ing behaviors [30-32].
These different constructions have different real-world
implications for the subjectivity of those individuals en-
gaging in bulimic behaviors; social constructionism sug-
gests that they frame feelings, experiences, sense of self
and perceptions of one’s own behavior, making certain
actions possible, while simultaneously closing down
others [23,29,33]. For instance, the construction of bu-
limia as a mental illness, a common conceptualisation in
the research literature [18,34], positions individuals witha bulimic diagnosis as not responsible for the abnormal
and distressing condition they experience, and opens up
the possibility for particular forms of treatment. On the
other hand, as has been suggested for women diagnosed
with depression [35,36], this construction might minimize
the potential for personal agency and recovery without
such treatment. This understanding may also conflict with
other constructions of bulimia, as suggested in a study of
community attitudes to mental illness in the UK, where
over one-third of participants considered individuals with
eating disorders responsible for their condition and that
they should “pull themselves together” [37]. A further con-
trasting understanding of bulimia is found in some femin-
ist theorising, where behaviors categorised as eating
disorders are viewed as part of a continuum of eating
behaviors, with psychiatric diagnosis of particular be-
haviors as ‘disordered’ deemed to reflect a broader cul-
tural objectification and pathologization of women’s
bodies, linked to cultural constructions of normative
femininities [32].
Research driven by social constructionist theory has
previously been used to explore some aspects of bulimia.
For instance, social constructionism has highlighted the
negative relationship between cultural constructions of
bulimia and anorexia, with the former having connota-
tions of being out-of-control and disgusting, whereas the
latter is partially glamorised and admired [38-40]. Evi-
dence of this binary has been found in the talk of both
health professionals and individuals engaged in bulimic
behaviors, which may contribute to distress experienced
by the latter and potentially intensify their dysfunctional
eating behaviors [38]. Finally, the identity of “the bu-
limic” may efface other aspects of self; as such, this con-
struction may limit willingness for treatment, with recovery
becoming akin to “self-annihilation” [25].
If constructions of eating disorders impact upon the
experiences of those engaged in bulimia, with the poten-
tial to impact upon behaviours such as help-seeking, it is
important to identify and explicate dominant construc-
tions which operate in a particular historical and cultural
context [32]. In addition to comparing constructions of
bulimia with anorexia, researchers have drawn attention
to ways in which eating disordered behaviors are norma-
tive, rather than abnormal: binging and purging are not
viewed as distinct from dieting and exercising for aes-
thetic or health reasons, with both made possible through
the same social and historical conditions [41,42]. In a re-
lated area, social constructionist research has explored
how constructions of anorexia work in conjunction with
constructions of femininity, and in particular the idealised
thin body that is so valued in women [43].
While research using social constructionist theory has
been important in exploring some of the personal and
social meanings of eating disorders, there are limitations.
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orders more generally, rather than bulimia and bulimic
behaviors, specifically [40,42]. Further, much analysis is
theoretical, and relies on secondary data such as media
texts [39,40,42,44], or data from interviews with a rela-
tively small sample [38,41]. Consequently, there is a need
for further empirical work investigating social construc-
tions of bulimia. This is the aim of the present study,
which will use Q methodology to identify and describe
the constructions of bulimia that circulate in a contem-
porary Western society, Australia. This will involve sam-
pling a range of perspectives on the issue, held by
individuals who have engaged in bulimic and other eat-
ing disordered behaviors, those who have had other per-
sonal experience of eating disorders (e.g. knowing a
friend or family member to go through it), and those
who have no personal experience with eating disorders.
Q methodology
Q methodology combines both qualitative and quantitative
techniques to study the “subjectivity involved in any situ-
ation” ([45], p. 561). As a method, it works to identify a
range of subjective viewpoints that are shared by a number
of individuals through an inverted form of factor analysis
[46]. These participants’ construction of the issue can then
be contrasted with that of other individuals, who share a dif-
ferent way of thinking about the topic [47]. In Q method-
ology the aim is to describe and interpret the point-of-view
associated with each factor; as such, it is not “the ‘construc-
tors’―the participants―who are the focus of the approach
but the ‘constructions’ themselves” ([29], p. 180).
The strength of Q methodology is drawn from both quali-
tative and quantitative research traditions [48], and has been
suggested as a more robust and suitable technique for ex-
ploring subjective viewpoints than alternative methods such
as surveys [29,49-51]. It has been used to investigate the
subjectivity involved in a variety of health issues, including
understandings of irritable bowel syndrome [52], construc-
tions of sex and intimacy in the context of cancer [53], par-
ental judgement on infant immunisation [54], and the
weight-control self-efficacy beliefs of obese women [48].
This paper presents the results from a Q methodological
study, which explored constructions of bulimia. While the
starting point for this research is that a number of alterna-
tive constructions of bulimia exist, the principle of “finite
diversity” suggests that the potential range of such con-
structions is limited by socio-historical forces [29,51,55].
As such, it was expected that, through Q methodology, a
number of coherent accounts of bulimia would emerge,
and these would be shared among a group of participants.
Methods
The first step in a Q methodological study is to produce
a set of items or statements about the topic thatparticipants will sort. This Q set is derived through ex-
haustive sampling, so as to be as representative as pos-
sible of the opinion domain [51]. Participants (the P set)
are then chosen strategically, because of their ability to
model a viewpoint on the topic through Q sorting, and
because their viewpoint matters [29,51]. This study re-
ceived ethical approval from the Human Research Ethics
Committee of the University of Western Sydney, with
protocol number H9909.
The participants rank items of the Q set according to
their relative agreement or disagreement, such that each
statement gains its full meaning only through how it is
configured in relation to every other statement [56]. It is
therefore the similarities across the overall arrangement
of statements in participants’ Q sorts that are the basis
for factors in the inverted factor analysis [51]. These
processes are described below for the current study, with
further description of the features and method of Q
methodology provided elsewhere [51].
Item sampling – the Q set
In creating the Q set, statements should be representa-
tive of the different perspectives circulating in the public
domain about that topic [57]. A Q set should “cover all
the ground within the relevant conceptual space” ([51],
p. 58), while remaining balanced and unbiased to any
particular viewpoint [51]. To this end, the Q set used in
the present study was derived through sampling con-
structions of bulimia in a wide range of naturalistic con-
texts [58,59], including academic sources, media, websites
and online communities. This sampling process, and fur-
ther refinement of statements for the Q set, was com-
pleted by the first author, in consultation with the second
and third authors. Sampling statements involved reading
the first 20 academic papers on Google Scholar returned
with the search term “bulimia”; these sources were supple-
mented by a larger literature review of bulimia carried out
in preparation for this research. News media was reviewed
through a web-based search of archived news reports
(using Google News) and the websites of Australian print
magazines that focus on health and/or women’s issues
(e.g. Cleo). Additionally, any user comments sections
associated with these articles were also reviewed. The
top ten websites that were returned for a search of bu-
limia in Google were also reviewed to derive state-
ments. These texts typically presented content on bulimia
concerning health information and help-seeking. A web
search was also used to identify visual depictions of bu-
limia and eating disorders, which lead to a pool of five
American made-for-television films produced over the last
30 years on bulimia and a number of episodes of a popular
Australian soap opera that aired in 2006. This content was
all accessible online through the video sharing website You-
Tube, again allowing for a review of user comments and
Churruca et al. Journal of Eating Disorders 2014, 2:22 Page 4 of 14
http://www.jeatdisord.com/content/2/1/22opinions on these videos. Finally, the social media website
Tumblr, which allows users to aggregate content accord-
ing to topics (tagging), was also reviewed for mentions
of the word “bulimia”. This search resulted in an item-
pool of approximately 200 statements about bulimia.
A structured approach was employed to reduce the
number of items [51], conducted by the first author,
through a process of discussion with the second and
third authors. This involved organising items together
based on their similar subject matter, and resulted in six
fairly coherent themes, each comprising 20–30 state-
ments. These themes were: bulimia as a problem, bu-
limia as a solution, bulimia as a choice, bulimia as a
person, bulimia as normative, and bulimia as margina-
lised. Statements were then refined within each of these
themes; this involved eliminating items that were repeti-
tious, breaking up double-barrelled items, and editing and
rewording statements to improve their readability [51]. In
service of this, all statements used the term ‘bulimia’ ra-
ther than ‘bulimia nervosa’, as the latter is wordier, and ar-
guably a more clinical and less widely known term.
The statement refining process resulted in a Q set of
54 items, which was piloted with volunteers using the
web-based software Q-Assessor [60]. In response to
their feedback on the items and the Q sorting task, this
item pool was further shortened and refined to a final Q
set of 42 statements.
Recruitment and participants – the P set
In Q methodology, recruitment of participants is a stra-
tegic, rather than random, process [51]. Participants in
this study were recruited through two channels to
maximize the possibility that a variety of perspectives
could be expressed [46]. The first group comprised 71
individuals (59 women, 9 men, Mage = 22, SD = 6, a fur-
ther three did not provide demographic details), who
identified as having at least a general knowledge of bu-
limia; they were recruited through undergraduate psych-
ology courses. It is standard practice in Q methodology
to include individuals in the P set whose viewpoints are
of particular significance to the research focus [51]. The
first group of this sample fulfills this brief as it is skewed
towards younger women, the demographic in which eat-
ing disorders are most common [3,4]; further, as psych-
ology students, these individuals are assumed to have
some knowledge and interest in mental health. To fur-
ther satisfy this recommendation, the second group of
participants consisted of six women who reported en-
gaging in bulimic behaviors (Mage = 20, SD = 3). They
were recruited through advertising on social media and
through print material in public sites on university cam-
puses across western Sydney.
The final P set of 77 participants ranged in age from
17 to 50 (65 women, 9 men, Mage = 22, SD = 6). Threeparticipants did not provide demographic details, some-
thing that may have been due to technical difficulties
associated with online data collection, human error
(e.g. missing a question or closing the window early),
or to a resistance to providing any personal or poten-
tially identifying information. While this sample size
might be considered small for conventional factor ana-
lysis, the nature of the statistical technique in Q method-
ology, where the analysis is inverted, makes this sample
perfectly adequate [46]. Indeed, the rule of thumb offered
for use in Q methodology studies [29] indicates that a par-
ticipant pool of between 40 and 60 is satisfactory for Q
analysis. The majority of individuals in the P set indicated
the cultural group with which they identified as Anglo-
Australian (52%), followed by European (14%) and
Middle-eastern (13%).
Procedure – Q sorting
Participants completed the Q sorting task online, using
the website Q-Assessor [60]. On the introduction page
they were asked to rank a set of 42 statements from
those they most agreed (+4) with to those they most dis-
agreed (−4) with, based on how well they represented
their own understanding and thoughts about bulimia.
The software directed participants through three stages
of sorting. In the first, each participant organised the
statements into three categories; those they agreed with,
those they disagreed with, and those they were neutral
about. At the second stage a fixed quasi-normal distribu-
tion (Figure 1) was introduced. This is a standard tool in
Q sorting: the forced distribution simplifies later statis-
tical procedures without impacting the factors that are
produced [61], while the quasi-normal shape reflects
that participants will feel comparatively strongly about a
limited number of items [51]. Participants were first
asked to sort the poles (+4 and −4); they were able to
click through the statements, first in the “agree”, and
then “disagree”, category, to select and “sort” the two
they feel most strongly about. In the third stage, partici-
pants were free to rank the remainder of the statements
into the distribution, moving them around and reviewing
their placement up until they selected “submit”. Follow-
ing the sorting task, participants were asked a series of
open-response questions. These allowed participants to
elaborate on how they found the task and why they sorted
the statements in the way they did (particularly the poles).
There were also a number of questions asking participants
about their own understanding of bulimia, their level of
personal involvement with the topic and how they came
by most of their knowledge about bulimia.
Q analysis and factor interpretation
Factor analysis is a common statistical method for classi-
fying variables; in Q methodology these variables are
Negative Pole Neutral Positive Pole
-4 -3 -2 -1 0 +1 +3 +4+2
Figure 1 Participant response grid (Q grid).
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by-person way “any sizeable portions of common or
shared meaning” ([51], p. 98) across Q sorts are identi-
fied; these portions of shared meaning become factors.
Factor analysis was, conducted by the first and second
author in collaboration, in Q-Assessor, which after cor-
relating all Q sorts together, uses the centroid method to
extract factors. This technique is favored by Q method-
ologists [51,61] and aims to account for as much of the
study variance as possible with each successive factor
that is extracted. Extracted factors were then subjected
to a varimax rotation. This method positions factors so
that the overall solution accounts for as much of the ex-
plained variance as possible, while having each Q sort
load significantly on only one study factor [51]. Varimax
rotation is accepted as a sound method of factor rotation
and was a suitable choice in this study as it reveals “a
subject matter from viewpoints that almost everybody
might recognize and consider to be of importance” ([51],
p. 126). Following this rotation, a factor was selected if it
possessed an eigenvalue greater than one, and had at
least two Q sorts loading significantly upon it [51,61].
This joint criteria is an accepted standard in Q method-
ology, reflecting the focus on shared meaning, where a
shared viewpoint is one that is common to more than
one individual [51]. Significant factor loadings were
assessed using the Fuerntratt criterion, which is more
stringent than many others used in Q methodology (see
[51,61]), as it takes into account both the factor loading
of a Q sort and its communality (i.e. the Q sort variance
explained by all factors): a loading is significant if the
amount of a Q sort’s variance explained by one factor
exceeds 50% of the total variance explained (Fuerntratt,1969, cited in [62]). Given that Q methodology is a novel
approach exploring eating disorders, a more conserva-
tive criterion was considered appropriate. Six factors
met these criteria, and were subjected to interpretation.
Interpretation of factors was facilitated by the creation
of factor arrays; these are computed for each factor
based on a composite of the Q sorts that load on it. By
examining the meaning, ranking and overall configur-
ation of statements in these arrays we begin to under-
stand the construction of bulimia associated with that
factor. The ranking of statements was compared across
factors to determine similarities and points of divergence
among the perspectives [51]. Finally, to supplement the
interpretation, and more fully examine the context in
which these constructions had come about, the socio-
demographic data and the answers to the open-response
questions about bulimia were examined for those partic-
ipants who loaded significantly on a factor. This process
of interpretation was initially conducted by the first au-
thor, with the second and third author making sugges-
tions for elaboration and revisions, resulting in a final
analysis which was agreed by all three authors.
Results
The centroid technique extracted seven factors that
accounted for 60.5% of the total variance in this study.
After varimax rotation all seven factors had eigenvalues
in excess of one (≥4.12), however, only six had at least
two significant Q sorts. Construct validity for each factor
was indicated by the composite reliability coefficient (rc),
with all exceeding the acceptable value of 0.7. In Table 1
the characteristics for these factors are displayed. Table 2
shows the socio-demographic data for the participants
Table 1 Q factor characteristics
Characteristic Factor
A B C D E F
Number of defining sorts 4 7 4 7 2 2
Composite reliability 0.94 0.97 0.94 0.97 0.89 0.89
Eigenvalue 7.36 9.77 5.28 10.16 5.15 4.71
% of explained variance 9.56 12.69 6.86 13.20 6.68 6.11
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statement across each factor are presented in the factor
arrays in Table 3. In the following description of factors,
bracketed notation is used to signify a statement’s rank-
ing within a factor array; for instance “(5: −4)” indicates
that statement 5 was ranked at the −4 (most disagree)
position.
Factor A: “bulimia as uncontrolled behavior”
Factor A explained 9.6% of the study variance. Four par-
ticipants significantly loaded on this factor. Two were
women aged 18 and 20, with one mentioning having a
friend who had bulimia. Unfortunately, the two other
factor exemplars did not supply any demographic data.
In Factor A, bulimia is positioned as a serious and dis-
tressing condition (1: +2; 36: −2; 3: +4) of being out of
control of one’s behavior. Cultural standards of an ideal
body shape are deemed to play a large role in bulimia’s
development (38: +3; 33: +1), with people with bulimia
seen as being obsessed with being thin (22: +1). Defining
participants agreed that while bulimia affects both
women and men (40: +4), and may be underestimated in
men (31: +2), the desire for a thin body is ranked as be-
ing more typically an issue for women (28: +3). As one
18 years old defining participant’s response to a question
about the gender disparity associated with eating disor-
ders suggests, “men also care about the way they present
themselves, but they do not seem to go to the extremesTable 2 Socio-demographic for Q sorts (participants) defining
Variable Factor A (n =4)*
(Count, %)





Woman 2 (100) 7 (100) 3 (75)
Man 0 0 1 (25)
Other 0 0 0
Age (Mean, S.D.) 19 (1) 22.3 (6.4) 20.3 (2
Disordered eating
experience
Direct# 0 3 (42.8) 0
Friend/family member 1 (50%) 2 (28.6) 2 (50)
Impersonal 1 (50%) 2 (28.6) 2 (50)
*As some defining participants did not provide demographic data, calculations are
#Direct means that a participant stated they have engaged in bulimic behaviors.that women do”. For the perspective associated with Fac-
tor A, bulimia is about extremes: while issues with
weight and shape are prevalent in our culture, the con-
cerns and behaviors that characterise bulimia are consid-
ered to be far more extreme, and distinct from regular
dieting and exercise (28: +3; 29: +1).
Participants defining Factor A endorsed the view that
the path to bulimia might begin with individuals experi-
menting with binging and purging behaviors (12: +2),
perhaps falsely believing that it will help them achieve
their desired body shape, with the notion that this be-
havior works as a method to eat what you want and stay
thin rejected (11: −2). Instead bulimia becomes increas-
ingly severe (3: +4), and individuals lose their self-
control (25: +2), becoming unable to stop their behavior
(13: −4) and, ultimately, sacrifice their health (37: +1). In
this vein, a defining participant (20 years of age) de-
scribed a friend with bulimia as “they wanted to be thin
and weren’t happy with how they looked, ended up in
hospital over it”.
In the perspective associated Factor A, bulimia is char-
acterised not only by a lack of control over one’s behav-
ior, but also a lack of insight into it, with participants
endorsing the view that people with this condition don’t
understand why they binge and purge (4: +3). Bulimia is
also positioned a distressing experience (1: +2), one from
which recovery is desired (16: +3). However, as this re-
quires a person to regain control over their behavior (25:
+2), it is deemed to be difficult to achieve. This process,
in which bulimia seems to begin with a choice but
quickly becomes out-of-control, perhaps make the ex-
tent to which these individuals are victims difficult to
judge (2: 0).
Participants defining Factor A prioritised sociocultural
influences, while psychological issues were viewed as sec-
ondary (7: +1; 10: 0; 17: +1), or even rejected entirely, with
food and eating not viewed as having any relationship toeach factor
C (n =4)
t, %)
Factor D (n =7)*
(Count, %)
Factor E (n =2)
(Count, %)
Factor F (n =2)
(Count, %)
4 (66.7) 2 (100) 1 (50)
2 (33.3) 0 0
0 0 1 (50)
.9) 19.8 (2.4) 18.5 (0.5) 20.5 (0.5)
2 (33.3) 0 1 (50)
1 (16.7) 0 0
3 (50) 2 (100) 1 (50)
based on the participants who did provide this information.
Table 3 Q-set statements and factor array
Item Factor
A B C D E F
1 People with bulimia are distressed by their symptoms. 2 2 −1 1 0 0
2 Individuals with bulimia are victims of their disorder. 0 3 3 2 −1 1
3 Bulimia is a disease that gets worse over time. 4 0 −2 1 3 −1
4 People with bulimia don’t know why they binge and purge. 3 −1 −1 −1 0 0
5 For those with bulimia, food is a means of escape. −3 2 3 −1 −1 2
6 A person with bulimia attempts to improve their mood by eating. −3 0 4 0 0 0
7 Bulimia might start as a way for a person to express feelings they are afraid to deal with. 1 1 1 1 0 1
8 People with bulimia are afraid of living without their condition. 0 0 −2 0 −1 2
9 Binging and then purging might give a person with bulimia a sense of control. −1 3 1 0 1 3
10 Many people with bulimia have experienced some sort of past trauma. 0 1 −1 1 −2 0
11 Bulimia is getting to eat what you want and still stay thin. −2 −1 −2 −3 3 1
12 Bulimia is something someone might try out after hearing about it e.g. on TV, social media, friends. 2 −2 0 0 1 3
13 A person with bulimia could stop their behaviors if they really wanted to. −4 −4 2 0 −1 −3
14 People with bulimia have failed to get anorexia. −2 −3 −3 −2 −2 −1
15 Bulimia is a lifestyle choice. −3 −4 −3 0 −2 1
16 People with bulimia want to recover. 3 0 0 1 1 −2
17 In bulimia, binging and purging are ways of punishing yourself. 1 4 −1 −1 2 −1
18 People with bulimia are success-orientated, seeking physical and mental control. −2 1 1 −2 4 1
19 Dieting only develops into bulimia when a person has other predisposing characteristics. 0 −2 0 0 −1 4
20 Individuals with bulimia use food like addicts use drugs. −1 1 2 −1 −2 −2
21 Binging is a sign of weakness in people with bulimia. −2 −1 −1 0 0 −2
22 People with bulimia are obsessed with being thin. 1 0 1 2 1 0
23 People with bulimia are impulsive. −1 1 −2 −1 −3 −1
24 People with bulimia are self-centered. −3 −3 −1 −2 0 −3
25 Recovering from bulimia requires having self-control. 2 0 2 1 1 1
26 Purging after eating a big or fattening meal is no big deal. −1 −3 0 −4 −4 −1
27 Bulimia is an understandable response in a society with lots of high calorie foods. 0 0 0 −2 −2 −3
28 Bulimia is an extreme example of the weight and eating concerns that affect many women in our society. 3 2 3 3 3 0
29 Bulimia is very different from dieting and normal concerns about shape and weight. 1 2 0 3 0 −2
30 Nobody really knows what normal eating, or a healthy relationship with food, is. 2 −1 −2 −2 −3 3
31 Society probably underestimates the number of men who have bulimia. 2 3 1 2 1 4
32 Bulimia occurs because our whole society has an attitude that supports eating disorders. −1 −1 2 −3 3 0
33 Bulimia is more common in women because our culture puts more pressure on them to be thin. 1 1 4 4 4 2
34 Bulimia is something to be ashamed of. −1 −2 −4 −3 0 −4
35 Bulimia is more socially acceptable than anorexia nervosa. −4 −2 0 −1 −3 3
36 Bulimia is not that serious. −2 −3 −4 −4 −3 −4
37 People with bulimia trade health for looking good. 1 −1 0 2 2 −1
38 Media portrayals of an ‘ideal’ body shape contribute to the occurrence of bulimia. 3 2 2 4 2 2
39 Our society’s increased focus on physical appearance will likely lead to a rise in bulimia in men. 0 3 1 2 −1 −2
40 Bulimia is not just a women’s problem. 4 0 3 3 2 0
41 Bulimia is biological in nature. 0 −2 −3 −3 −4 −3
42 Bulimia is a mental illness. 0 4 −3 3 2 2
Bolded scores are for statements with normalized factor scores ≥ ±1.4, indicating the most powerful exemplars for each factor.
Churruca et al. Journal of Eating Disorders 2014, 2:22 Page 7 of 14
http://www.jeatdisord.com/content/2/1/22
Churruca et al. Journal of Eating Disorders 2014, 2:22 Page 8 of 14
http://www.jeatdisord.com/content/2/1/22coping or mood improvement (5: −3; 6: −3). Thus bulimia
is not about gaining control (9: −1), but about being un-
able to control one’s behavior, to the point of being unable
to stop (13: −4). As this perspective considers bulimia in
terms of behavior, and the lack of control over ones be-
havior, the possibility that its underlying nature is bio-
logical or psychological is either uncertain or unimportant
(41: 0; 42:0).
Factor B
Factor B accounted for 12.7% of the study variance.
Seven participants had Q sorts that loaded significantly
on this factor, with one being a negative relationship.
These participants were all women, with an average age
of 22.3 years and an age range of 18–37; three reported
that they were engaged in bulimic behaviors currently,
and another two had other personal experience (i.e. a
close friend having bulimia). That one of the defining
participants was negatively associated with this factor in-
dicates that two coherent, but highly opposing perspec-
tives on bulimia are subsumed under the one factor [51].
The first perspective to be considered is the one the ma-
jority of defining participants endorsed, the second is
the converse position endorsed by only one of the par-
ticipants who exemplified this factor.
“Bulimia is a distressing mental illness”
The first perspective that emerged from Factor B was a
highly psychological account of bulimia. Defining partic-
ipants endorsed the view that bulimia is a serious mental
illness (36: −3; 42: +4), distinct from normal practices
of weight control and concerns about one’s body shape
(29: +2; 30: −1). While sociocultural pressure for a thin
body is deemed to have a hand in its development (38: +2;
28: +2), the desire for thinness is not positioned as the
main issue in bulimia (22:0; 11: −1). Rather, participants
defining this factor endorsed the idea that bulimic behav-
iors form as a means of dealing with upsetting issues in
one’s life, such as past trauma (10: +1). This view is
expressed in the open-response of one of the defining
participants (18 years of age) “…for me at least, bu-
limic behavior isn’t solely due to concerns about my
appearance – it’s a method of coping with overwhelm-
ing, negative feelings and self-loathing”. Further, as is
suggested by this participant’s statement, individuals
are considered to have some insight into their condi-
tion, and the reasons behind their bulimia, as defining
participants disagreed with the idea that people in this
state don’t know why they binge and purge (4: −1).
In this perspective, bulimia is positioned as a “coping
mechanism”; defining participants endorsed the view that
individuals may find solace in food (5: +2), and gain a
sense of control from bulimic behaviors (9: +3). However,
this situation is ultimately deemed to be maladaptive, asthe experience of bulimia is positioned as distressing (1:
+2), and bulimic behaviors are ranked as being self-
punishing (17: +4). As bulimic behaviors both alleviate
and contribute to distress, it is difficult to say whether or
not people with bulimia want to recover (16: 0).
Participants defining the perspective of Factor B
slightly endorsed the idea that the personality of the per-
son dealing with bulimia has a role in their condition;
they were, thus, likely to be high achievers (18: +1) or
impulsive (23: +1). At the same time, and as with many
biological illnesses, bulimia is positioned as something
that anyone, man or woman, could develop (31: +3), as
no predisposing characteristics are necessary (19: −2); an
individual does not choose it (15: −4; 12: −2), has little
control over their condition (2: +3), and is unable to just
stop it (13: −4).
“Bulimia is a way to lose weight”
In the second perspective to emerge from Factor B, bu-
limic behaviors are positioned as a method an individual,
most likely a woman (31: −3), uses to lose weight (11: +1).
While there may be particular characteristics that make
someone more likely to engage in bulimia (19: +2), these
are unlikely to be psychological in nature (42: −4; 17: −4;
9: −3). It is very much something that an individual has
control over (13: +4); their choice to engage in binging
and purging (15: +4; 12: +2) is motivated by a desire to
improve their appearance (37: +1). As the open-response
by the woman (19 years of age), who defined this perspec-
tive, indicates, “they like to look skinny to impress men”.
This behavior is deemed to be quite shameful (34: +2),
perhaps because it is viewed as selfish (24: +3), or because
these individuals have failed at restricting their food in-
take, like an anorexic (14: +3), and binging is therefore a
sign of weakness (21: +1). On the other hand, bulimia is
not positioned as a serious problem (26: +3; 36: +3), and
is more accepted socially than anorexia (35: +2).
Factor C: “self-medicating with food”
Factor C explained 6.9% of total variance with 4 partici-
pants significantly associated with this factor, three of
whom were women. The average age of these partici-
pants was lower than the overall sample at 20.3 years,
with a range of 17–25. Two defining participants indi-
cated that they knew a friend who engaged in bulimic
behaviors.
The participants defining Factor C rejected the notion
that bulimia is a mental illness (42: −3). Instead, individ-
uals with bulimia are deemed to be the victims (2: +3) of
a culture that basically encourages eating disordered be-
haviors (32: +2). Defining participants rankings suggest
that this may be because of the way thin bodies are idea-
lised (38: +2); therefore, while men experience bulimia
(40: +3), from the viewpoint of participants defining
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they are usually under more pressure to be thin (33: +4;
28: +3). The ubiquity of a culture that provides the pre-
conditions for an eating disorder means, for participants
exemplifying this perspective, that all individuals are af-
fected to varying extents; thus while they rejected the
idea that there is no standard for a normal relationship
with food (30: −2), they did not deem bulimia to be so
far removed from commonplace practices of dieting and
weight control (28: +3; 29: 0).
While similar sociocultural issues are emphasised in
other factors, the perspective in Factor C is distinguished
by the important role of food. Defining participants en-
dorsed the view that people with bulimia use food to im-
prove their mood (6: +4), to get a high (20: +2), and to
withdraw from problems in their lives (5: +3). Thus food
is positioned as having a medicinal quality; one defining
participant (woman, 25 years of age), in her open-
response to a question about how she acquired her
knowledge of bulimia, described a friend who “every
time she gets angry, she eats a huge amount of junk
food, then she regrets it and vomits everything she ate”.
According to one of the defining participants (woman,
25 years of age) in Factor C, bulimia involves a “struggle
between the desire to lose weight and binge eating”. This
tension between longing for a particular body (22: +1)
and using food makes compensatory behaviors necessary
in this viewpoint. Thus purging behavior is considered
secondary to the disordered eating and seemingly less
problematic, as unlike the perspectives for every other
factor, participants defining Factor C did not out rightly
reject the idea that purging after a large meal was “no
big deal” (26: 0). The cycle of binging and purging is
something the person with bulimia is ultimately posi-
tioned as responsible for (13: +2) and so in order to re-
cover they must regain control of their disordered eating
(25: +2). On the other hand, while the idea that bulimia
is a serious problem is endorsed in this perspective
(36: −4), defining participants indicated that the behav-
iors are not necessarily distressing (1: −1) and sug-
gested that the reasons behind them are not unknown
to the person with bulimia (4: −1). As such, individuals
with bulimia may or may not wish to recover (16: 0).
Factor D: “the pathological pursuit of thinness”
Factor D accounted for 13.2% of the variance and was
defined by seven participants. Four of these were women
and two were men, with a further participant failing to
provide socio-demographic data. The average age of
these participants was again slightly lower than the over-
all average, at 20.5 years (range 18–25). Two of these
participants, recruited as first year psychology students,
indicated having engaged in some level of disordered, or
what they considered to be distressing, eating behaviorin the past, though they did not provide specific details.
Another participant stated that they had a friend who
had experienced both anorexia and bulimia.
In the perspective associated with Factor D, the way a
thin body is prized in our culture is deemed to be
the biggest influence on the development of bulimia
(33: +4). In particular, the role of the media in creating
this ideal, and then pressuring individuals to attain it, is
heavily endorsed in both defining participants ranking of
statements (38: +4) and their open-responses: “I think
people have it because of the pressure from the media to
look a certain way” (woman, 18 years of age), “they
(Women) want to look ‘skinny’ because according to
most of society (mainly the (entertainment) media), only
skinny girls are attractive and more feminine” (man,
19 years of age). Thus for participants loading on Factor
D, what separates people with bulimia from their normal
and healthy peers is that they are overly influenced by
these messages, to the point of obsession (22: +2).
People with bulimia are also positioned as willing to go
to more extreme and serious lengths to attain this phys-
ique (26: −4; 36: −4), trading their health for looking
good (37: +2). Therefore, bulimia is conceptualised out-
side the realm of normal eating (30: −2), dieting and
weight management practices (29: +3), and cannot be
explained by prevalent socio-historical conditions (27:-2;
32: −3). This unequivocal stance can be contrasted with
Factor C, where bulimic behaviors are not positioned as
deviant or abnormal.
While the cause of these behaviors might be societal,
for the participants defining Factor D, binging and pur-
ging constitute a mental illness (42: +3); as one of these
participants (woman, 19 years of age) suggested, it
“affect(s) not just the body, but the mind of the individ-
ual as well”. Thus bulimia is deemed to be a distressing
experience (1: +1), with individuals becoming the victim
of their own extreme desire for thinness (2: +2). This
situation of being a victim of one’s desire is perhaps
why, for the participants defining Factor D, the extent to
which a person with bulimia has chosen to be in that
state (12: 0; 15: 0), or has the ability to get out of it (13:
0), is difficult to judge.
In Factor D, defining participants position bulimia as a
problem that affects both women and men (40: +3; 39:
+2), and may even be underestimated in the latter group
(31: +2). However, the ranking of statements also sug-
gests that, as a thin body is much more a standard of
beauty for women, bulimia is likely still more of an issue
for them too (33: +4; 28: +3). Indeed, defining partici-
pants’ comments indicate that being a woman puts an
individual at risk for bulimia, because women are more
“self-conscious” and “sensitive to other people’s thoughts
about their weight/shape” (man, 19 years of age), “para-
noid about (their) appearance” (woman, 19 years of age),
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20 years of age). Therefore the pathological pursuit of
thinness, which bulimia is positioned as in Factor D, is
something more likely to be engaged in by women.Factor E: “being the best at being thin”
Factor E accounted for 6.68% of total variance and was
defined by two participants; both were women, aged 18
and 19 years, and neither indicated having any firsthand
experience with eating disorders.
This perspective is in some ways similar to Factor D,
with bulimia again considered a mental illness involving
the extreme pursuit of thinness (33: +4; 28: +3; 42: +2;
38: +2). However, there are subtle distinctions. For Fac-
tor D, those who develop bulimia are positioned as more
susceptible to media and cultural messages; they are vic-
tims of these messages promoting a thin body, and the
extreme behaviors they use to acquire it. On the other
hand, the participants defining Factor E viewed people
with bulimia not as victims (2: −1). Rather, these partici-
pants endorsed the idea that people with bulimia are
seeking control (18: +4), particularly of their bodies be-
cause they are determined to be thin (9: +1; 22: +1).
They are methodical in their attainment of this goal,
with the idea that people with bulimia are impulsive
rejected (23: −3). Bulimia is therefore positioned by the
participants defining Factor E as a method that allows
individuals to eat what they want while still achieving a
thin body (11: +3). Though attempts to be thin become
increasingly destructive (17: +2; 37: +2), the socially val-
ued nature of this goal, and the measured way in which
these individuals pursue it, perhaps makes it more diffi-
cult in this perspective than others to decide whether a
person with bulimia is self-centred (24: 0).
For the participants defining Factor E, bulimia involves
the rigid dedication to being thin, at any cost. While still
conceptualised as a mental illness in this account, psy-
chological issues are not viewed as important to either
the development or maintenance of bulimia, with the
notion that a person with bulimia experiences distress
being treated neutrally or with mild disagreement (1: 0;
5: −1; 6: 0; 7:0; 8: −1; 10: −2), in contrast to Factor B. On
the other hand, the rankings of defining participants
suggest that as bulimia becomes worse as time goes on
(3: +3), and results in the deterioration of health
(37: +2), individuals with this condition generally want
to recover (16: +1).Factor F: “extreme behavior vs. mentally ill”
Factor F explained 6.11% of the variance with two partic-
ipants defining this factor; one of these participants was
a woman of 20 years of age, while the other was a
woman of 21 years who was recruited as part of thegroup that had engaged in bulimic behaviors. However,
she did not label them as bulimia.
The perspective of the participants defining Factor F is in
some ways similar to that of Factor A, with both position-
ing bulimia as something one chooses to begin (15: +1),
due to pressures within culture (33: +2; 38: +2). However,
while in Factor A bulimia is positioned as a behavioral
problem, for those participants defining Factor F, it is con-
clusively positioned as a mental illness (42: +2). Indeed the
ranking of a number of statements by the participants
loading on Factor F suggests that it not so much bulimic
behaviors that are the issue, but the underlying mental ill-
ness. For instance, defining participants suggested purging
to be less problematic in this account than in most other
factors, though it was still ranked negatively (26: −1). Fur-
ther, the notion that bulimic behaviors are different from
dieting and normal concerns about shape and weight is
rejected (20: −2), with the whole notion of ‘normal’ being
questioned (30: +3). Bulimic behaviors are also positioned
as more socially acceptable than anorexia (35: +3). Thus,
while bulimia forms around weight-management behav-
iors, for the participants defining Factor F, it may not be
these behaviors that distinguish a person with bulimia, but
other “predisposing characteristics” (19: +4). This idea is
supported by one of the defining participants for Factor F,
who reported engaging in binging, restricting, purging, and
extensive amounts of exercise, but actively denied that they
were bulimia or an eating disorder.
The factors distinguishing extreme eating behaviors
from the mental illness bulimia are deemed to be psy-
chological; defining participants endorsed the view that
bulimia provides an individual with a means of coping
with difficulties in their life (9: +3; 8: +2; 5: +2; 7: +1).
As such, while for Factor F bulimia is likely underesti-
mated in men (31: +4), an increased concern about
physical appearance for men will not necessarily increase
the number of men with bulimia (39: −2).
While bulimia is positioned as a mental illness by the
participants defining Factor F, the notion that it is also
an ongoing lifestyle choice (15: +1) receives more agree-
ment here than in any other factor. This may be because
people with bulimia are deemed to not really want to re-
cover (16: −2), as bulimia provides not only a method of
dealing psychologically with any issues, but also a means
of staying thin while being able to eat what you want
(11: +1). At the same time, even if a person with bulimia
wanted to get better, it wouldn’t be so easy to just stop
(13: −3), as the psychological issues involved in this con-
dition make the thought of recovery frightening (8: +2).
Consensus statements
Some of the statements were ranked in a similar way
across factors. A number of items were included to
examine individuals’ ideas about the gender disparity
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orders [63]. Two statements in particular (31 and 40)
dealt with this issue. Though overall the ranking of
each statement varied quite considerably across factors
(31: +1 to +4; 40: 0 to +4), each factor ranked at least
one of these statements at +2 or above, indicating an
acknowledgement that men engage in bulimic behav-
iors. Across factors there was also a general agreement
that bulimia is a serious issue (36: −2 to −4).
Discussion
This research study explored cultural constructions of
bulimia using Q methodology. As is anticipated within
social constructionist theory, this investigation found
that understandings of bulimia were not confined to one
singular account, but made possible through a number
of alternate constructions. Further, and in line with the
Q methodological principle of finite diversity [29], the
number of these constructions was limited, with six dis-
tinct but overlapping accounts of bulimia identified.
These constructions differ in a variety of ways, includ-
ing influencing factors, how bulimic behaviors are posi-
tioned, and the extent to which the individual engaging
in such behavior is viewed as responsible. By examining
the configuration of statements within and across fac-
tors, in conjunction with the comments and demographic
details of defining participants, a richer and more contex-
tualized account for each factor was produced.
In the perspective of Factor A, entitled “bulimia as un-
controlled behavior”, individuals engaging in bulimia
lack both control and insight into what they are doing.
A potential implication of this construction is that they
are unable to stop their behaviour alone, and, therefore,
require the intervention of others to recover.
On the other hand, for Factor B, bulimia is not just
about behaviour, but is the manifestation of an under-
lying mental illness. This conceptualization is common
in both popular and specialized texts [64] and has been
put forward by organizations that are authorities in the
area of eating disorders [34]. It is also a position that is
taken in Factors D, E, and F; however, Factor B is per-
haps the most psychological account among these fac-
tors. This construction of bulimia as a dysfunctional
coping mechanism is common in the research literature
on eating disorders [65,66].
That almost half of the participants defining Factor B
were women who reported engaging in bulimic behav-
iors suggests that these individuals may draw upon this
construction to make sense of their own experiences.
Perhaps, this is because this account offers a way of un-
derstanding bulimia that avoids blaming the individual,
by positioning it as something separate from the self and
outside normal behavior (a mental illness they carry
within them), and gives high priority to emotional/psychological issues and the experience of distress. Thus,
an appropriate response to individuals experiencing bu-
limia is compassion and help. Further, similar to the per-
spective of Factor A, the potential for a person with
bulimia to exert agency, or recover alone from their con-
dition, is foreclosed upon, as it is positioned as some-
thing outside of their control.
The other perspective associated with Factor B, de-
fined by only one participant, has exactly the opposite
implications. By positioning a person with bulimia as re-
sponsible for their condition, and able to recover if they
wish, there is an explicit sense of blame not evident in
other constructions, and also no implication that people
with bulimia deserve sympathy.
For the understanding of bulimia in Factor C, entitled
“self-medicating with food”, the mood improving qual-
ities of eating are prioritized; this echoes an area of re-
search that explores pleasure and the negative affect
regulating capacities of food in bulimia [67,68]. This
construction of bulimia positions the person as an agent
of their disorder, but does so in a way that effectively
minimizes blame (e.g. highlighting the functional aspects
of binge eating as necessary mood improver, positioning
the person with bulimia as a victim of their culture). As
such, this construction might be useful, even emancipa-
tory, for those persons engaged in bulimia, but it would
appear that it is not readily drawn upon, as research finds
considerable self-blame amongst these individuals [69].
The perspectives of Factors C and D both strongly en-
dorse the influence of culture on bulimia, and particu-
larly the idealization of a thin body; however, they do so
to remarkably different effect. For Factor C, bulimic be-
haviors, in particular purging, are not positioned as espe-
cially abnormal or problematic. This can be contrasted
with the perspective of Factor D, “the pathological pursuit
of thinness”, where bulimic behaviors are viewed as un-
equivocally deviant. This clear-cut difference between nor-
mal and abnormal ties into how bulimia is commonly
conceptualized in practice, where the categorical nature of
diagnosis suggests that eating disorders are “discrete en-
tities, demarcated by firm boundaries between one an-
other and normality” ([31], p. S124). On the other hand
this perspective conflicts with both feminist and social
constructionist explanations of bulimia, and theoretical
models in the research literature that view eating disor-
dered behaviors as existing along a continuum with diet-
ing and normal unrestrained eating (e.g. [70,71]).
The way in which bulimia is pathologized in Factor D may
be less beneficial to people engaging in bulimic behaviors
than other constructions identified here. Because it strongly
connects bulimic behaviors with an extreme obsession with
thinness, it positions the person as irrational, potentially even
shallow, rather than, for instance, psychologically distressed,
and thus worthy of sympathy or support (as in Factor B).
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ing the best at being thin”, there is a more explicit sense
of blame, as the person with bulimia is positioned as ac-
tively and methodically engaging in behaviors that allow
them to stay thin. The endorsement that a certain type
of person develops bulimia is also present in research
into personality traits and eating disorders [72]. The
consistent nature of personality means that the potential
for an individual within this construction to change ones
behavior is inhibited with this construction.
Finally in the perspective of Factor F, “extreme behav-
ior vs. mentally ill”, the issue of responsibility is deter-
mined by whether an individual is positioned as having
the mental illness bulimia, or is simply engaging in be-
haviors that are culturally categorized as ‘bulimic’. There
is a potentially dangerous implication of drawing upon
this construction: if bulimic behaviours are not posi-
tioned as especially problematic, despite their associated
health risk, then the likelihood of seeking help may be
minimized.
While there are some points of convergence across a
number of these perspectives, they remain fairly distinct.
Only two issues were perceived similarly across factors:
first that bulimic behaviors are also an issue for men,
and second that bulimia is serious. The unanimous posi-
tioning of men within a construction of bulimia is inter-
esting, and works against the idea that eating disorders
are predominately, or only, an issue for women [5,73].
Thus any of the constructions used here may be readily
drawn upon by men engaging in bulimic behaviors to
make sense of their experiences. Also, endorsement of
the idea that bulimia is serious amongst the defining
participants for all factors is encouraging, given the
health risks and psychological distress associated with
such behaviors.
This research study has demonstrated that there are a
multitude of different ways of understanding bulimia
and bulimic behaviors. Social constructionist theory sug-
gests that these different constructions are not inert, but
have the potential to impact on the practices of those
engaged in bulimic behaviors, and on those around
them. That is, by providing a lens through which people
understand behavior and experience, different construc-
tions may open up or limit the possibility for certain
kinds of actions.
The strength of this research lies in its combining of
qualitative sensitivity to meaning with robust quantita-
tive statistical analysis, to explore constructions of bu-
limia. However, it is only a first step. In no way is the
sample of participants used in this study representative
of the wider population. This is not a major concern for
Q methodology, which aims to study constructions in
their available diversity, rather than attempting to generalize
about the proportions to which these constructions aredistributed in the population [74]. However, to more fully ex-
plore the range of culturally circulating constructions of bu-
limia, it would be beneficial for future research to use a
more diverse sample, in terms of age, gender and cultural
background, as well as knowledge and experience of eating
disorders. It would also be useful for future researchers to
directly examine the relationship between constructions of
bulimia and help-seeking behavior, combining Q meth-
odology with other qualitative and quantitative re-
search methods.
Constructions of bulimia will frame not only the expe-
riences of those engaged in bulimic behaviors but also
the experiences and behaviors of those around them. As
such, it is important for future research to incorporate
other stakeholders, such as family members and health
professionals who deal with eating disorders. While it is
entirely possible that these groups make use of similar
constructions to those identified in this study, this is un-
known. Indeed individuals sharing a similar socio-
historical location in relation to this issue may draw
upon one particular construction, as was the case here
for women reporting bulimic behaviors defining Factor
B; other studies have found similarly, with particular
stakeholder groups becoming associated with one factor
perspective (e.g. [53]).
Conclusions
In conclusion, this study has shown that bulimia is not
understood uniformly in our culture, but is a concept
made sense of through a number of alternate construc-
tions. The six constructions of bulimia that have been
identified here share some things in common but have
important differences too, such as in how much control/
responsibility/blame the person is considered to have for
their behavior or illness. These constructions potentially
have distinct implications for how individuals engaged in
bulimic behaviors think and behave, as well as how those
around them may respond to them. As such, further
study of constructions of bulimia may be able to provide
insights into how and why, or why not, individuals seek
help for their bulimic behaviors, and also the success of
any treatment. While the assumptions of Q methodology
hold that no one construction of bulimia is more valid
than any other [33], some will certainly be more useful
in reaching these goals.
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